Introduction
In many armed robberies ammonia has been used by the assailant as a method of causing temporary blindness. It has severe toxic effects on the eye which may last some considerable time after the initial insult, and may lead to permanent loss of sight. Ocular injury following exposure to ammonia is basically similar to that from other alkalis, with special features attributable to its high solubility in water and lipids and consequent rapid penetration. The effect of this solubility has been investigated by many workers; Siegrist (1920) notably found ammonium ions in the aqueous humour of rabbits' eyes five seconds after the local application of ammonium hydroxide. Grant (1950) showed that it is the pH and not the ammonium ion itself that is significant to the degree of injury. Depending on the concentration and duration of contact, all degrees of damage may be seen from mild corneal ulceration to severe damage of the whole anterior segment-loss of corneal epithelium especially in the lower half, stromal oedema, endotheliosis, iritis, lens damage, and corneal anaesthesia with a tendency to sloughing. Grant (1962) mentioned that a rise in the intraocular pressure had been recorded one month after the initial insult.
These two cases illustrate that a rise in the intraocular pressure may occur sooner than we previously thought, since they showed such a rise within four hours of exposure to ammonia.
The other presenting signs in addition to the early rise in the intraocular pressure mimicked in many respects those seen in acute-angle closure glaucoma-namely, the oval semi-dilated non-reacting pupil and corneal oedema. Closure of the angle of the anterior chamber was considered as a likely cause, but in the first case gonioscopy of the affected eye and of its fellow did not confirm this. Gonioscopy in the second case was not performed at the time of the injury, but the anterior chamber of the affected eye was at no time noted to be shallow, and later examination of the unaffected eye showed a medium angle. Considering the speed of penetration of ammonia through the tissues of the eye, inflammatory swelling in the region of the trabecular meshwork could explain this rise in the intraocular pressure. The semi-dilated fixed pupil, however, is more difficult to explain, but considering the speed of penetration of ammonia simultaneous paralysis of both the sphincter and dilator muscles of the iris are distinct possibilities, especially since in both cases there was no return of iris tone. It is interesting to note that Grant (1962) Though gastric cytology has been in use for a long time its value in many situations is only now becoming apparent. It is accepted that the diagnosis of carcinoma of the stomach is more accurate when gastroscopy, radiology, and cytology are used in combination (Blendis et al., 1967) . A study of survival rates for the disease shows that in most cases cure by means of surgery would necessitate diagnosis at the carcinoma-in-situ stage. In the intact stomach surface carcinoma diagnosed by cytology has been reported in six cases by Graham (1954) , in three cases by Klayman et al. (1955) , and in 16 cases by Schade (1960) . The diagnosis of carcinoma after partial gastrectomy or gastroenterostomy is more difficult, but cytology has been used in three cases after partial gastrectomy (Gibbs, 1962) ; all were found to be extensive at operation. Passarelli et al. (1963) reported a carcinoma-in-situ which developed in the gastric remnant three years after partial gastrectomy and gastroenterostomy for an adenocarcinoma of the greater curvature. Here we report the diagnosis of carcinoma-in-situ by cytology 23 rears after gastroenterostomy.
CASE REPORT
The patient, a man aged 48, developed symptoms of duodenal ulceration in 1940. Haematemesis occurred in 1941, 1942, and 1943. The ulcer then perforated and was treated by simple closure.
In 1944 pyloric stenosis developed, and a retrocolic gastroenterostomy was performed. Upper abdominal pain related to meals continued, and there were several further haematemeses, before vagotomy was performed in 1963. Gastric secretory studies were not performed. At the age of 47 he was admitted to the Edinburgh Royal Infirmary with complaints of tiredness and nausea. He was anaemic, with haemoglobin 9-8 g./100 ml., M.C.H.C. 29%, serum iron 29 ,ug./100 ml., and total iron-binding capacity 570 ug./100 ml. Stool occult blood was negative. A barium-meal examination showed minor irregularity of the greater curvature of the antrum. The patient was achlorhydric to pentagastrin (Peptavlon 6 pg./ kg.), the minimum pH being 7-3. Intrinsic factor output was 1,056 mpg. in the post-pentagastrin hour. Tests for parietal cell and intrinsic factor antibodies were negative. Gastric lavage carried out with two 300-ml. aliquots of normal saline gave recoveries of 160 and 120 ml. Malignant cells were found (Fig. 1) . At laparotomy no abnormality of the stomach was seen, but a Billroth I antrectomy was carried out. A further gastric lavage performed six months after operation showed active epithelial cells but no malignant cells.
PATHOLOGY
Exfoliative 'cytology revealed clumps of cells which were clearly different from the palely staining gastric epithelial cells (Fig. 1) . The former showed hyperchromatic nuclei with large and prominent nucleoli and darkly staining basophilic cytoplasm.
The lesion itself consisted of a velvety patch of rather irregular but moderately well circumscribed mucosa measuring 25 to 15 cm.
